Jap. Heart J. July, 1968 main pulmonary artery. Tomography revealed that this shadow is continuing from the cardiac shadow and is located anteriorly in the mediastinum. The electrocardiogram ( Fig. 2A) showed marked right axis deviation, leftward shift of the transitional zone, and small R wave with deep S in the left precordial leads, all of which are indicative of right ventricular hypertrophy. The phonocardiogram (Fig. 3) kinds of basal ejection systolic murmur separately, one of which had definitely delayed accentuation. The IIP was much less than the IIA (aortic component). Neither abnormal ejection sound nor atrial sound was recorded. The precordial displacement cardiograms revealed a distinct heave, which was maximally recorded outside the Erb's point. The functional test using methoxamine did not elicit any other cardiac murmurs. At this point, the tentative or provisional diagnosis was mild to moderate pulmonary artery stenosis due to the compression of extracardiac mass. The absence of either pulmonic ejection sound or accentuation of IIP (and also the absence of regurgitant diastolic murmur) made it difficult to suspect the huge dilatation of pulmonary artery. On the similar bases, valvular pulmonic stenosis was also denied. size). The thrill felt preoperatively on the pulmonary artery disappeared after operation. The tumor was benign cystic teratoma by histological examination (Fig.  8 ).
Postoperative course: The patient was doing well postoperatively and the complaints were abolished. The X-ray of the chest (Fig. 1B) revealed the complete removal of the tumor. The electrocardiogram (Fig. 2B) and lung scan (Fig. 4B) were normalized. However, auscultation of the precordium 1 week after thoracotomy disclosed a loud basal diastolic murmur which had extreme intensification during post-inspiratory phase. The murmur had medium frequency and moderate duration. The held expiration tended to abolish the murmur. On the other hand, the systolic murmur decreased in intensity (Fig. 9) . Intracardiac phonocardiography performed 4 months later demonstrated an only residual systolic murmur in the pulmonary artery and a loud diastolic regurgitant murmur in the outflow tract of the right ventricle (Fig. 10 ). An atriosystolic murmur of brief duration was also recorded on the precordium and this was most clearly recorded in the inflow tract of the right ventricle. No tricuspid regurgitant murmur was present in the tricuspid valve area. Cineangiocardiography also revealed the presence of the pulmonary regurgitation probably due to the dilatation of the pulmonary artery including the valve ring.
COMMENT
The space-filling lesions in the mediastinum may result in the cardiovascular signs and symptoms which are usually manifested by the obstruction of superior caval vein.13) On the other hand, few cases were reported, in which the pulmonary artery was compressed and the loud heart murmur was developed. Such an acquired pulmonary stenosis may be caused by, in addition to mediastinal tumors, lung cancer,14) aortic aneurysm,15),16) pulmonary tuberculosis,17) rheumatic pericarditis,18) annular constrictive pericarditis,19),20) calcified lymphnodes,21) and so on. However, all of these possibilities are equally rare. Of these, mediastinal tumor has been a matter of interest, because of the considerable simulation to the congenital heart disease in respect to history, physical examination and routine laboratory examinations.
A typical example was illustrated by Winter, 6) (Table I) revealed that teratoma (7 cases) and thymoma (4 cases) are the frequent causes, and most of the patients belonged to young age and the sex distribution was predominant in female. These are simple but important differential diagnostic clue to the other causes of pulmonary artery compression, such as lung cancer or aortic aneurysm. The compression of pulmonary artery by mediastinal tumor is characterized by systolic murmur masquerading as organic heart disease. This was first described by Rusby,1) but the correct interpretation was attempted by Fry et al.
3) The phonocardiogram was presented in several reports, however, it may be noted that the precordial murmur may not be simple, but may be composed of 2 or more different murmurs as shown in the present case. The intracardiac phonocardiogram revealed different type of ejection systolic murmurs at the various sites of pulmonary artery, and this is not the case of simple congenital heart disease. Though the different murmurs were discovered in the present case, the sites of maximal audibility of these 2 murmurs were in the quite vicinity each other. Careful auscultation is, therefore, recommended in doubtful cases.
Pulmonary regurgitation following the removal of the tumor was not anticipated and it has unexplained cause. The most probable explanation is the damage of the pulmonary valve ring secondary to the surgical procedure. The absence of the pericardium over the outflow tract of right ventricle and also the already thinned pulmonary arterial wall are both contributory factors, but the exact cause is still unknown.
